Introduction
============

Mesenteric cysts are benign and rare abdominal masses that may appear anywhere in the omentum or mesentery of the gastrointestinal tract. There is a possibility of extension from the mesentery to the retroperitoneal regions ([@B1]). The incidence of mesenteric and omental cysts has been reported in about 1 case per 20,000 in children, and 1 in 105,000 cases in adult. About one-third of the cases occur in children younger than 15 years old, and the mean age-of-onset is 4.9 years ([@B2]). Clinical manifestations of the disease are very diverse and variable, and can occur as a spectrum of asymptomatic abdominal cramps and acute intestinal obstruction ([@B3]). Diagnosis is based on clinical and radiological findings. Complete excision of the cystic mass is the best treatment method ([@B4]). Since the diagnosis of mesenteric cysts is very challenging due to the lack of pathognomic signs and symptoms, various differential diagnoses and infrequent nature of the disease; therefore, it is worth reporting this case. In this paper, a case of 5-year-old female child who underwent surgical resection for a huge mesenteric cyst was reported.

Case Presentation
=================

A 5-year-old female child, with a history of recurrent admissions due to non-specific abdominal pain, referred to the pediatric emergency department of Besat Hospital Hamadan, Iran in December 2018. She had complaints of vague generalized abdominal pain, which began gradually few days before admission. Associated symptoms included nausea, loss of appetite and abdominal swelling in the past recent days. At the physical examination, we found a noticable abdominal distention, and generalized palpatory tenderness. At the time, the patient was febrile as well.

Initial laboratory testing showed leukocytosis of 13.1 × 10^3^/μL. The erythrocyte sedimentation rate (ESR) and C-reactive protein (CRP) were tested for any potential inflammation, and reported about 92 mm and positive, respectively. Urinalysis (U/A) was normal and no bacterial growth was found after 24 hours in urine culture. The abdominal ultrasound scan (US) showed a number of cystic lesions with an approximate dimension of 74×100 mm and 43×87 mm in the abdomen and pelvis, respectively. In addition, a picture of a heterozygous lesion, measuring 23×27 mm was seen within one of the cystic lesions, suggesting hematoma. Furthermore, a mild pelvic free fluid was reported.

For further examination, a computed tomography (CT) scan was recommended. In the abdominopelvic CT scan performed with an intravenous contrast, a huge cystic mass with approximately 150×140×50 mm in diameter on the right side of the abdomen was observed ([Figures 1](#F1){ref-type="fig"}, [2](#F2){ref-type="fig"}). Its upper border extended to the lower margin of the liver and the lower extension to the pelvis and adjacent to the bladder. The mass displaced the small intestine and colon to the left side of the abdominal cavity, and it seems to be an intraperitoneal mass. However, due to the mass size, it was impossible to distinguish precisely the retroperitoneal or intraperitoneal masses. The mass contains fine and tiny septa. The suggested differential diagnosis included lymphangiomas, cystic teratomas, and cystic lesions, originated from the adnexa and cystic lesions from the source of peritoneum, as well as infectious cysts (hydatid cyst).

![Coronal reconstructed CT image demonstrates large cystic mass lesion surrounded sigmoid colon, and displaced small bowel loops and ascending colon upwardly](AJEM-4-e31-g001){#F1}

![Axial CT image with IV & oral contrast at the level of umbilicus shows large cystic mass lesion with faint internal septa (arrows) around sigmoid colon, no cyst mural enhancement was seen](AJEM-4-e31-g002){#F2}

The patient underwent surgery and the huge mass was excised entirely ([Figure 3](#F3){ref-type="fig"}). In order to identify the main identity of the mass, it was sent to the pathology department for further assessments. The patient had a favorable postsurgical evolution, without presenting any complications or recurrences in the past year. The histopathologic examination confirmed the diagnosis of the mesenteric cyst.

![The huge abdominal cystic mass of the patients that was excised completely](AJEM-4-e31-g003){#F3}

Discussion
==========

Not much information is available in the literature regarding the treatment of symptomatic cases of mesenteric cysts. In addition to the rare nature of the disease in radiology examinations, it is also very difficult to diagnose such cases, especially in incidences where the patient is referred with non-specific symptoms.

Mesenteric cysts were first described in 1507 by the Italian pathologist Antonio Benivieni ([@B5]). Their exact etiology is still unknown. The most accepted theory about the etiology of mesenteric cysts is benign ectopic lymphatic proliferation in the mesentery that are not related to other parts of the mesenteric system ([@B6]). It can be found in any regions of the gastrointestinal tract from the duodenum to the rectum in the mesenteric or omentum, and is likely to spread to the retroperitoneal space ([@B7]). More than half of the cysts are found in the small bowel mesentery, and particularly are seen in the ileum.

Mesenteric cysts may be isolated as single, multiple and unilocular to multilocular, containing serous, chylous and hemorrhage, or combination of these fluids or infectious fluid ([@B8], [@B9]). The size of the mesenteric cysts is reported to be less than 40 centimeters. In the reported case, a mass of 15×14 cm existed.

Clinical symptoms of the disease include common gastrointestinal tract disturbances, such as vague abdominal pain, bulging, and palpation of a lump that complicates and presents more severe manifestations, following perforation and torsion or intestinal obstruction ([@B10], [@B11]). In our patient, clinical manifestations were abdominal pain, nausea, and decreased appetite.

Diagnosis of mesenteric cysts is often achieved through prenatal ultrasonography. However, MRI is preferred and recommended in order to confirm the sonographic findings. Ultrasonography provides information such as the size, location, and the presence of intrinsic septal in these cases. Although a CT scan adds little information to sonographic findings, it is advisable to be performed for better identification of the anatomy of the mass, and to determine its association with the surrounding organs ([@B12]). The diagnosis of mesenteric cysts is often made by ultrasonography and CT scans, but sometimes the diagnosis is determined only during surgery, due to the complexity of the mass in terms of size and the location. In the CT scan conducted for our patient, an abdominal ascites or hematoma was found. The few differential diagnoses that are commonly arising in such cases include omental cysts, choledochal cysts, hydronephrosis, teratomas, and duplication cysts ([@B13]--[@B15]).

Mesenteric cysts are classified based on different factors. The most practical ones are the Losanoff pathological classification. It correlates pathological conditions with surgical options and strategies, apart from the nature of cysts. Accordingly, mesenteric cysts are divided into four groups: Type 1: pedicled cysts; type 2: Sessile that are limited to the mesentery and can be excised completely; type 3: Spread to the retroperitoneum, which is often inadequately resected, and type 4: Multicenter cysts requiring complex surgery, sclerotherapy, or both ([@B16]).

The standard treatment for mesenteric cysts is surgical resection. Since the early 1990s, laparoscopic approach has been used as a selective method. However, in cases where the size of the mass is large or there is an excessive adhesion to the surrounding tissues or retroperitoneum, it may be necessary to turn the procedure to an open surgery technique ([@B17]). In 20 to 60 percent of cases, resection and enteric anastomosis may be required in addition to the resection of the cysts. In the rare cases, where full intestinal retention is not possible after en-bloc intestinal resection, temporary ileostomy is an appropriate option ([@B18]). In a few cases, such cysts have been treated through ultrasound drainage and ethanol sclerotherapy ([@B19]).

Conclusions
===========

Acute abdominal pain may be due to the presence of mesenteric cysts, but it is not always possible to differentiate and diagnose it preoperatively, and this challenge especially exists in the case of bulky masses. In the present clinical experience, radical excision of the mass was possible, thus allowing having a reliable histological assessment and discovery. Moreover, it avoids any recurrences and complications. In conclusion, it is recommended to choose primary radical, surgical treatment in case of intra-abdominal cystic mass in the pediatric age.
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